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A B S T R A C T
Objectives: Lesbian, gay, bisexual, trans and intersex (LGBTI) people experience health inequalities and
barriers to accessing healthcare at a greater rate than the general population. This paper aims to present
the Health4LGBTI training course for healthcare workers and the results of its pilot implementation.
Methods: Funded by the European Parliament, the training course was developed by a multidisciplinary
team including LGBTI organisations as part of the Health4LGBTI Project. 110 healthcare professionals
from diverse medical ﬁelds attended the pilot training in six European Member States. Knowledge and
attitudes were compared on the basis of a pre-post evaluation design utilising an ad hoc questionnaire.
Results: Knowledge scores increased after the training, irrespective of age and sexual orientation of
participants. Attitudes scores generally improved, particularly in terms of inclusivity and a greater
acknowledgement of LGBTI health needs and self-competence.
Conclusion: The Health4LGBTI training course is both feasible and effective in training healthcare
professionals and support staff to improve cultural competence and thereby promoting inclusive
healthcare practice.
Practice Implications: The Health4LGBTI training course can be implemented in different healthcare
contexts. Piloting of the course provided an opportunity for healthcare professionals and for support staff
to improve their knowledge of, and attitudes towards, LGBTI people.
© 2019 The Author(s). Published by Elsevier B.V. This is an open access article under the CC BY license
(http://creativecommons.org/licenses/by/4.0/).
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Evidence demonstrates that lesbian, gay, bisexual, trans and
intersex (LGBTI)1 people experience health inequalities including
discrimination in healthcare settings and barriers to accessing
healthcare [1–5]. Stigma and discrimination combined with
minority stress, and cultural and social norms that give preference
to heterosexuality, cisgenderism and endosexism, are some of the
root causes that contribute to these health inequalities [1,3]. Gaps
in cultural competencies regarding LGBTI health, lack of awareness
and knowledge of the unique health and healthcare needs of LGBTI
patients, along with non-inclusive attitudes have been identiﬁed
as potential contributing factors amongst healthcare professionals
and undergraduate students [1,2,6–14].
The training of healthcare workers to improve cultural
competencies regarding the health needs of LGBTI people is a
fundamental step to addressing health inequalities in healthcare
settings. It is both a key component of learning for students in
healthcare sectors and an essential continuing professional
development (CPD) opportunity for healthcare workers to provide
health services that are truly inclusive and equally accessible to all
[14,15]. The belief expressed by some health professionals that “we
treat everyone the same” provides an erroneous rationale for not
learning about LGBTI health needs [2,5,16] leading to a lack of both
training and training standards [4,12,17–19]. Results from a series
of focus groups in 6 EU Member States as part of the European
Health4LGBTI project found that both healthcare professionals and
LGBTI patients were concerned by this lack of training [2].
Several examples of educational interventions that demon-
strate potential for increasing knowledge of LGBTI health and
enhancement of inclusive attitudes toward LGBTI patients have
recently been published. These interventions have been created
and evaluated in different healthcare sectors for example see
[6,12,20–23]. However, to the best of our knowledge, these existing
approaches are less frequently studied in Europe [19], where the
health inequalities for LGBTI people persist with substantial
differences between countries [1,2,24,25]. Moreover, they were
not evaluated in international and multi-centred studies, did not
include support staff and have not focused on speciﬁc LGBTI
subgroups [14,19]. Speciﬁc areas of LGBTI health are poorly
represented in training for healthcare professionals, such as trans
or intersex health, yet these are critically important given the
observed gaps in evidence for these ﬁelds [25–27].
The Health4LGBTI training course has been created in the
context of a European Commission funded pilot project aimed at
reducing health inequalities experienced by LGBTI people. This
paper presents the training course and explores the results of a
pilot evaluation to understand the impact of the training on the
knowledge and attitudes of healthcare professionals, whilst
considering the differences across healthcare professionals’
socio-demographic and professional characteristics, as well as
their experiences of healthcare provision. We hypothesise that the
level of knowledge and inclusive attitudes will improve1 The acronym “LGBTI” stands for lesbian, gay, bisexual, trans, and intersex. This
paper will also use other conﬁgurations of the acronym when the cited reference
reports results speciﬁcally emerged in the context of those subgroups within this
population, such as LBQ (lesbian, bisexual, and queer women), LBT, LGBT, etc. or
when Health4LGBTI results/contents referring to speciﬁc subgroups (i.e. LGB or T or
I). Otherwise, when contents of a cited reference potentially refer to the target
population of the study or the cited reference reported general consideration
applicable to the LGBTI health ﬁeld or general term have been used (e.g. LGBTI+)
here in the paper we refer to all the LGBTI group, as this is the more inclusive
terminology adopted by ILGA Europe – the European region of the International
Lesbian, Gay, Bisexual, Trans and Intersex Association.
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and other characteristics of the participants.
2. Material and methods
2.1. The Health4LGBTI training course
The EU funded Health4LGBTI training course was developed by a
Consortium of European partners (EuroHealthNet in Belgium;
Verona University Hospital in Italy; National Institute of Public
Health – National Institute of Hygiene in Poland; the University of
Brighton in the UK and the International Lesbian, Gay, Bisexual, Trans
and Intersex Association – ILGA Europe in Belgium). The course aims
to increase healthcare professionals’ knowledge of LGBTI health
needs, and healthcare inequalities, as well as at improving their
attitudes and skills toprovide inclusive healthcarefor LGBTIpatients.
The training course is not dedicated to anysingle health profession or
a speciﬁc country/region. Moreover, support staff working in
healthcare settings (e.g. front-line staff who are in contact with
patients) may also beneﬁt from the training course. See Fig. 1 for
course development, content and topics.
The results reported in this paper emerged in the context of
piloting the training between September and November 2017 in six
EU Member States (Belgium, Bulgaria, Italy, Lithuania, Poland, and
the UK). The pilot evaluated both the effectiveness of the training
and healthcare professionals’ satisfaction, as well as the feasibility
of implementing the training course. Participants at the ﬁnal
conference of the Health4LGBTI project, the Advisory Board and
the funding Agency (EC-DG SANTE) reviewed the training material,
whilst the piloting phase served to adjust the ﬁnal version of the
training in collaboration with training facilitators. The ﬁnal
training materials are available in the public domain on the DG
SANTE webpage (https://ec.europa.eu/health/social_determi-
nants/projects/ep_funded_projects_en#fragment2) and can be
freely used provided the source (© European Union, 2018) is
acknowledged.
2.2. Piloting procedure
In each pilot site, a member of the Consortium was responsible
for the organisation, recruitment and delivery of the training
course. Recruitment strategies, adapted to local settings, included a
mix of different methods: working with gatekeepers, sending
invitations, utilisation of social media, direct recruitment through
personal and professional contacts, recruitment via LGBTI formal
networks and within health care settings, universities and/or
involvement of the management of the local hospitals. A
purposeful recruitment strategy was used to ensure that there
was a representation of different professional categories. In order
to facilitate the recruitment procedure in Italy and in Poland,
Continued Medical Education credits were offered to attendees. No
formal power analysis was performed and a convenience sample of
approximately 20 trainees per site were recruited with the aim to
maximise inclusion of a broad range of different healthcare
professionals and non-clinical support staff. The group size was
selected to optimise available resources whilst at the same time
ensuring that the training itself could be interactive.
Inclusion criteria were: being a health professional or support
staff in healthcare services; conversant in the training language
speciﬁc to each country, and; the capacity to sign informed consent.
Only participants who completed both the pre- and post-test
questionnaires were included in the analysis for this paper.
At each of the six sites, all four modules of the training course
were delivered to approximately equal numbers of participants.
Flexibility in scheduling was allowed (i.e. in one full day or split
into two shorter parts) in order to maximise participation.fessionals in LGBTI cultural competencies: Exploratory ﬁndings from
rg/10.1016/j.pec.2019.12.007
Fig. 1. Health4GBTI training main characteristics.
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The training has been evaluated using different approaches (see
the evaluation report for details [28]). This paper presents the
results of the pre- and post-evaluation using a purposively
designed questionnaire completed by participants immediately
before and after the training course. Apart from socio-demo-
graphics and professional proﬁle information, the questionnaire
comprised 9 knowledge items and 11 attitudes items including
behavioural intentions (as it was not possible to evaluate real
behaviour, we asked for the subjective probability that participants
will engage in a given behaviour) and self-perceived competencies.
The questionnaire development is described fully in the Evaluation
Tool Annex reported in the Trainers Manual [29]. Brieﬂy, the
knowledge questions were developed based on the content of the
modules and the attitudes items were adopted from existing tools,
which we identiﬁed as relevant from the published literature.
Items were selected, discussed, and adapted by the project team
and tested in the pre-piloting phase of the project. Ethical approval
to conduct the piloting was provided by the Ethics Committee of
the Verona University Hospital (1258CESC).
2.4. Variables
The following data were included in the analysis: age group
(18–30, 31–50, and 51–64 years old), sexual orientation (collapsed
into ‘LGB’ - i.e. asexual, bisexual, homosexual, other - and
“heterosexual”) and professional healthcare proﬁle (collapsed intoPlease cite this article in press as: V. Donisi, et al., Training healthcare pro
the Health4LGBTI pilot project, Patient Educ Couns (2019), https://doi.o“physician”, “nurse”, “psychologist”, and “other”). Other sample
sociodemographic characteristics are available in Rosinska et al.
[28]. In the paper, the information on gender identity and sex
characteristics were excluded from the analysis due to the scarce
representation of T or I participants, but also to a lack of clarity of
the question which made the results unreliable.
Before the training, participants’ self-assessments of their
attitudes towards LGBTI people were collected through a Likert
scale from 1- inclusive to 10- negative. In addition, a set of variables
called “past professional experience with” LGBTI patients aimed to
describe the service provision to them according to the profes-
sionals’ own judgment (Appendix A). Although healthcare needs
are radically different for the L, G, B, T and I groups, we did not focus
speciﬁcally on any one particular group, instead collapsing these
variables into a single variable “past professional experience with
LGBTI patients”. Additionally, there was only a limited number of
participants who provided care speciﬁcally to intersex patients,
which would limit statistical power for the analysis. Participants
were considered to have “experience with LGBTI patients” if they
declared to have past experience of caring for at least one of the
groups of LGBTI patients; otherwise they were coded as having had
“no experience”.
The knowledge questions (use of inclusive communication,
basic knowledge of LGBTI concepts and terminology, and speciﬁc
issues concerning trans and intersex health) were recoded into
binary variables (1 = “correct answer”; 0 = “wrong or missing
answer”). An overall knowledge score was calculated as the sum of
eight recoded knowledge items.fessionals in LGBTI cultural competencies: Exploratory ﬁndings from
rg/10.1016/j.pec.2019.12.007
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scales (from “more inclusive attitude or greater skill” to “less
inclusive attitude or fewer skills”) coded in a scale of -2 (the least
inclusive attitude) through 0 (neutral) to 2 (the most inclusive). In
order to explore the underlying components of attitudes studied,
we used principal-component factor method followed by varimax
rotation. We identiﬁed factors with eigen values exceeding 1,
which were used to create simpliﬁed scales; the factor loadings
were replaced by 0 if the loading was <-0.4, by 1 in case it was
between -0.4 and 0.4, and by 2 for loadings >0.4 [30].
2.5. Statistical analysis
We used chi-square test to compare distributions of categorical
variables, univariable ordered logistic regression for comparing
items on an ordinal scale (i.e. questions on a Likert scales), and
Wilcoxon rank-sum test for comparing median score values.
Knowledge scores and attitude scores were modelled with mixed
Poisson regression, with random effect of the study site and ﬁxed
effects of timing of the measurement (pre- or post-training) and
socio-demographic characteristics of participants. The following
explanatory variables were considered in the regression analysis:
age groups, sexual orientation, profession, “past professional
experience with LGBTI patients” and whether the questionnaire
was ﬁlled out before or after the training. Additionally, knowledge
score was considered as predictor for the attitude scores. All
available explanatory variables were entered into initial models.
Backwards selection was applied to identify the important
predictors. The indicator of whether the questionnaire was ﬁlled
out before or after the training was retained in all models. Two-
way interactions with time of measurement were investigated in
order to identify factors that could modify the effectiveness of theTable 1
Differences in pre- and post-test knowledge scoresa.
Questionb Correct answer 
Inclusive communication:
Using a neutral language (e.g.: “partner” instead of
“husband/wife”, “parent” instead of “mother/father”
etc.):
is one of the things tha
in order to set an incl
When speaking with patients/clients, health
professionals should:
be aware both of the m
preferred by the LGBTI
ask the patients them
addressed
Terminology and concepts:
The terms “gay” and “MSM (men-who-have-sex-with-
men)” are:
different, because “MS
behaviour that does n
person identiﬁes as ga
Intersectionality. When speaking about LGBTI people,
this concept highlights social disadvantages and
factors other than being LGBTI that people can face:
true 
The terms “sexual orientation”, “gender identity” and
“sex characteristics” are:
different, and they are
do necessarily affect/i
development of the ot
Trans and intersex health:
Corrective surgeries and other medical, hormonal and
psychological treatments for intersex people are:
not always necessary, 
body is a perfectly hea
The fact that someone has an intersex body will not certainly beco
that some intersex pe
“Maria is a trans woman”: Maria identiﬁes as a w
female. However, at bir
a One knowledge item “appropriateness of terms gay, gay man, homosexual” was exclu
correct terms were identiﬁed.
b question included in the table have been synthesised from the original one; the fu
c chi-square test.
Please cite this article in press as: V. Donisi, et al., Training healthcare pro
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performed in STATA 14.2 [31].
3. Results
3.1. Socio-demographic and professional characteristics of the training
participants
Out of 110 participants attending the training across all piloting
sites, 102 health professionals and support staff working in
healthcare settings were included in the analysis. Eight
participants were excluded as they submitted only pre-test
questionnaire (6 participants), or only post-test questionnaire
(2 participants). Approximately 38.6% of participants were 30 years
old or less and 45.5% were LGB. The largest professional group were
psychologists (30.4%), followed by nurses (22.5%) and physicians
(20.6 %). The composition of the groups differed signiﬁcantly across
countries with respect to sexual orientation, profession and
reported “past professional experience with LGBTI patients”
(Appendix A). Before the training, only 6.8% of the participants
placed themselves in the upper part of the Likert scale (score >5) in
terms of attitude towards LGBTI people with no signiﬁcant
differences between sites.
3.2. Knowledge on LGBTI topics before and after the training
Before the training the proportion of correct answers exceeded
70% for the two ‘inclusive communication’ questions but was
variable for ‘terminology and concepts’ questions (34.3 %–66.7 %)
and ‘trans and intersex health’ questions (45.1 %–74.5 %) (Table 1).
For all the knowledge questions (except two), the proportion of
correct answers increased signiﬁcantly in the post-test. For one ofCorrect answers
N (%)
p-valuec
Pre-test Post-test
t a health professional can do
usive environment
82 (80.4) 95 (93.1) 0.007
edical terms and the terms
 community, but they should
selves how they want to be
73 (71.6) 80 (78.4) 0.258
M” refers to a sexual
ot necessarily imply that the
y or bisexual
68 (66.7) 89 (87.3) <0.001
35 (34.3) 80 (78.4) <0.001
 not necessarily related nor
mply certain speciﬁc
her ones
60 (58.8) 68 (66.7) 0.247
as in many cases an intersex
lthy body
76 (74.5) 93 (91.2) 0.002
me apparent, it is possible
ople never ﬁnd out at all
46 (45.1) 62 (60.8) 0.025
oman: her gender identity is
th her assigned sex was male
64 (62.7) 89 (87.3) <0.001
ded due to cross-cultural and translation issues, because in some countries multiple
ll questionnaire is available on the evaluation report [27].
fessionals in LGBTI cultural competencies: Exploratory ﬁndings from
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Table 2
Pre- and post- knowledge score and the predictors of the knowledge score.
Pre-test knowledge score Post-test knowledge score Multivariate predictors of knowledge score
N median (IQR) p-value median (IQR) p-value IRR (95% CI) p-value
Time of the test
Pre-test 102 5.0 (4.0-6.0) not relevant Ref. 0.044
Post-test 102 not relevant 7.0 (5.0–8.0) 1.18 (1.0–1.38)
Age group
18-30 39 5.0 (4.0–7.0) 0.06 7.0 (6.0–8.0) 0.107 Ref. 0.1306
31-50 43 5.0 (4.0–6.0) 7.0 (5.0–8.0) 0.92 (0.81–1.05)
51–64 19 4.0 (3.0–5.0) 7.0 (4.0–7.0) 0.84 (0.71–1.00)
Sexual orientation
LGB 53 6.0 (5.0–7.0) <0.001 7.0 (6.0–8.0) 0.382 Ref.
heterosexual 49 4.0 (3.0–5.0) 7.0 (5.0–7.0) 0.75 (0.62–0.91) 0.003
Profession
Physician 21 5.0 (4.0–7.0) 0.674 7.0 (6.0–7.0) 0.005
Nurse 23 5.0 (4.0–6.0) 7.0 (5.0–8.0)
Psychologist 31 5.0 (3.0–6.0) 7.0 (5.0–7.0)
Other 27 5.0 (4.0–7.0) 7.0 (6.0–8.0)
Past professional experience with LGBTI patients
No 22 5.0 (3.0–6.0) 0.384 7.0 (5.0–8.0) 0.791
Yes 69 5.0 (4.0–6.0) 7.0 (6.0–8.0)
Interaction sexual orientation*time of test
Heterosexual & post-test 1.27 (1.00–1.61) 0.047
Accounting for interaction
In heterosexual group:
Post-test vs pre-test 1.49 (1.25–1.78) <0.001
In post-test:
Heterosexual vs LGB 0.95 (0.81–1.12) 0.583
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“gender identity” and “sex characteristics”, the original proportion
of correct answers (58.8%) only improved slightly and remained
relatively low (66.7%). Although a signiﬁcant increase in the
proportion of correct answers emerged for both intersex questions,
“the fact that some intersex people may never ﬁnd out that they
have an intersex body” remained at 60.8% of correct answers even
after the training.
The median knowledge score (i.e. the number of correct
answers out of the 8 knowledge questions) increased from 5 to 7
(p < 0.001) (Table 2). The median pre-test knowledge score was
higher among LGB (6) than among heterosexual people (4) in the
pre-test (p < 0.001). However, in the post-test the differences were
not signiﬁcant and the median score was 7 in both groups
(p = 0.382). There were no speciﬁc differences related to past
professional experience with LGBTI patients.
In the ﬁnal multivariable model (Table 2), a higher knowledge
score was predicted by post-test compared to pre-test and by LGB
identiﬁcation, with a signiﬁcant two-way interaction between
these two variables. Taking into account this interaction a post-test
knowledge score increased by almost 50% in the heterosexual
group and by 18% in LGB group. Of note knowledge score post
training was comparable between the LGB and heterosexual
groups, although heterosexual orientation predicted lower knowl-
edge score at the pre-test.
3.3. Attitudes before and after the training
Despite generally positive attitudes before the training (Table 3),
less than half of participants were very likely or most likely to ask
about sexual orientation, gender identity or sexual characteristics
(36.3%). Likewise, less than half disagreed or strongly disagreed
that knowing a person is LGBTI did not affect their role at workPlease cite this article in press as: V. Donisi, et al., Training healthcare pro
the Health4LGBTI pilot project, Patient Educ Couns (2019), https://doi.o(37%), and 31.4% disagreed or strongly disagreed that LGBTI people
have the same access to healthcare. Only 51% agreed or strongly
agreed that they felt competent to provide services to LGBTI
patients.
After training (Table 3), the data showed a trend towards more
inclusive attitudes with signiﬁcant results occurring for ﬁve
questions. In particular, a higher proportion of participants
declared that they were likely to “ask about sexual orientation,
gender identity and sexual characteristics” (p = 0.001), to acknowl-
edge that “LGBTI persons do not have the same access to healthcare
as everybody” (p = 0.001), and reported having “ . . . competences
and skills to provide service to LGBTI people” (p = 0.001).
3.4. Indicators of improvement in the attitude after the training
Based on the factor analysis of the attitude questions
(Appendix B), three scores created as follows: “Willingness”
(willingness to inclusive practice; questions Q10, Q11, Q18, Q20);
“Self-competence” (self-competence in care provision for LGBTI
people; questions Q9, Q14, Q17), and; “Acknowledgement”
(acknowledgement of LGBTI need in healthcare; questions Q12,
Q13, Q16). After the training, in general more inclusive attitudes
emerged for all three factors (Table 4).
Before the training, differences emerged across age groups and
professions in the “Self-competence” factor (p-values respectively
0.001 and 0.044). Whilst these differences turned out to be not
signiﬁcant across professions after the training, a different self-
assessed competence remained after the training across ages.
Despite an improvement in all attitudes’ scores, heterosexual
participants reported a lower “Willingness” score both in pre- and
post-test (p-values <0.001, 0.004 respectively) as well as lower
“Acknowledgement” score in the pre-test (p = 0.039). Before
the training, a higher “Willingness” score (p = 0.019) andfessionals in LGBTI cultural competencies: Exploratory ﬁndings from
rg/10.1016/j.pec.2019.12.007
Table 3
Differences in pre- and post- self-assessed attitude.
Questiona Scale Pre-test Distribution
of answers N (%)
Post-test Distribution
of answers N (%)
P value
Q8: How likely are you to intervene if you
witness a stigmatizing or discriminatory
behaviour against an LGBTI person at your
work place?
Very likely 56 (55.4) 63 (62.4) 0.518
Most likely 34 (33.7) 33 (32.7)
Somewhat likely 7 (6.9) 4 (4.0)
Not very likely 3 (3.0) 1 (1.0)
I do not know 1 (1.0) 0 (0.0)
Q9: How likely are you to ask about the sexual
orientation, gender identity, and/or sex
characteristics of a patient/client?
Very likely 18 (17.6) 16 (15.7) 0.001
Most likely 19 (18.6) 44 (43.1)
Somewhat likely 21 (20.6) 22 (21.6)
Not very likely 42 (41.2) 19 (18.6)
I do not know 2 (2.0) 1 (1.0)
Q10: How often do you use a neutral language
(e.g.: “partner” instead of “husband/wife”,
“parent” instead of “mother/father” etc.)
when asking about the family relations?
Very often 34 (33.7) 41 (40.6) 0.538
Often 24 (23.8) 28 (27.7)
Somewhat often 29 (28.7) 22 (21.8)
Not very often 11 (10.9) 9 (8.9)
Not often at all 3 (3.0) 1 (1.0)
Q11: “I would like all my patients/clients to
know that I care about the speciﬁc needs of
LGBTI patients/clients.”
Strongly agree 52 (52.0) 56 (54.9) 0.386
Agree 34 (34.0) 38 (37.3)
Neither agree nor disagree 13 (13.0) 7 (6.9)
Disagree 1 (1.0) 0 (0.0)
Strongly disagree 0 (0.0) 1 (1.0)
Q12: “I do not see how knowing that a person is
lesbian, gay, bisexual, trans or intersex might
affect my role at work.”
Strongly agree 19 (19.0) 15 (14.7) 0.579
Agree 21 (21.0) 21 (20.6)
Neither agree nor disagree 23 (23.0) 22 (21.6)
Disagree 24 (24.0) 22 (21.6)
Strongly disagree 13 (13.0) 22 (21.6)
Q13: “I think it is better if patients/clients keep
information on their sexual orientation,
gender identity and/or sex characteristics for
themselves.”
Strongly agree 2 (2.0) 0 (0.0) 0.234
Agree 6 (5.9) 4 (3.9)
Neither agree nor disagree 34 (33.3) 31 (30.4)
Disagree 29 (28.4) 42 (41.2)
Strongly disagree 31 (30.4) 25 (24.5)
Q14: “At this point in my professional
development, I feel that I have the
competences and skills to provide service to
LGBTI patients/clients.”
Strongly agree 10 (10.0) 20 (19.6) 0.001
Agree 41 (41.0) 59 (57.8)
Neither agree nor disagree 30 (30.0) 19 (18.6)
Disagree 17 (17.0) 4 (3.9)
Strongly disagree 2 (2.0) 0 (0.0)
Q16: “Generally speaking, in my country LGBTI
people have the same access to healthcare as
any other patient/client.”
Strongly agree 13 (12.7) 4 (3.9) 0.001
Agree 38 (37.3) 18 (17.6)
Neither agree nor disagree 19 (18.6) 25 (24.5)
Disagree 20 (19.6) 38 (37.3)
Strongly disagree 12 (11.8) 17 (16.7)
Q18: “I think that LGBTI perspective should be
an integral part of the medical staff education
curriculum.”
Strongly agree 57 (56.4) 76 (74.5) 0.011
Agree 37 (36.6) 25 (24.5)
Neither agree nor disagree 6 (5.9) 0 (0.0)
Disagree 1 (1.0) 0 (0.0)
Strongly disagree 0 (0.0) 1 (1.0)
Q17: “It's difﬁcult to talk about sexual
orientation, gender identity and/or sex
characteristics with my patient/client.”
Strongly agree 3 (2.9) 4 (3.9) 0.200
Agree 11 (10.8) 10 (9.8)
Neither agree nor disagree 29 (28.4) 16 (15.7)
Disagree 45 (44.1) 50 (49.0)
Strongly disagree 14 (13.7) 22 (21.6)
Q20: Do you agree with the statement: “If I
could decide myself, I would feel comfortable
to change my practice (e.g. the way my ofﬁce
looks like, documentation, communication
style) to be more LGBTI friendly.”
Strongly agree 36 (35.6) 60 (58.8) 0.011
Agree 43 (42.6) 28 (27.5)
Neither agree nor disagree 18 (17.8) 13 (12.7)
Disagree 3 (3.0) 0 (0.0)
Strongly disagree 1 (1.0) 1 (1.0)
a question included in the table have been synthetized from the original one; the full questionnaire is available on the evaluation report. *percent per category is presented
with respect to the non-missing values. Missing values are not shown for clarity, but the range of missing observations per question was 0-2.
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participants with past professional experience with LGBTI
patients. However, no signiﬁcant differences emerged after the
training between these groups.
The variables summarised in Table 4 were subsequently entered
into three multivariate models evaluating factors associated with
“Self-competence”, “Acknowledgement” and “Willingness” scores.Please cite this article in press as: V. Donisi, et al., Training healthcare pro
the Health4LGBTI pilot project, Patient Educ Couns (2019), https://doi.oBelow we summarise these factors, which were signiﬁcantly
associated with the respective scores. All other factors were not
signiﬁcant in the multivariable models. The “Self-competence”
score increased signiﬁcantly in the post-test in comparison to
pre-test (SR 1.17, 95% CI 1.05–1.30, p-value 0.004). Moreover, past
professional experience with LGBTI patients predicted higher
scores for this attitude factor (SR 1.29, 95% CI 1.11–1.47,fessionals in LGBTI cultural competencies: Exploratory ﬁndings from
rg/10.1016/j.pec.2019.12.007
Table 4
Pre- and post-training attitude scoresa, by demographic and professional characteristics.
Willingness to inclusive practice Self-competence in care provision for LGBTI people Acknowledgement of LGBTI needs in healthcare
N Pre-test
median
value (IQR)
p-value Post-test
median
value (IQR)
p-value Pre-test
median value
(IQR)
p-value Post-test
median
value (IQR)
p-value Pre-test
median value
(IQR)
p-value Post-test
median
value (IQR)
p-value
Total 102 5.0 (3.0–6.0) 6.0 (4.0–8.0) 1.0 (1.0–3.0) 2.0 (1.0–3.0) 0.0 (1.0–2.0) 1.5 (0.5–3.0)
Age group
18-30 39 5.0 (3.0–7.0) 0.530 6.0 (4.0–8.0) 0.124 0.0 (1.0–1.0) 0.001 2.0 (0.0–3.0) 0.02 1.0 (1.0–2.0) 0.148 2.0 (1.0–3.0) 0.431
31-50 42 5.0 (3.0–7.0) 6.0 (5.0–7.0) 2.0 (0.0–3.0) 3.0 (1.0–4.0) 1.0 (1.0–2.0) 2.0 (1.0–4.0)
51–64 19 4.5 (3.0–6.0) 5.0 (3.0–6.0) 1.0 (-1.0–3.0) 2.0 (1.0–3.0) 1.0 (2.0–1.0) 0.0 (2.0–2.0)
Sexual orientation
LGB 50 6.0 (4.0–7.0) 0.000 7.0 (5.0–8.0) 0.004 1.0 (0.0–3.0) 0.484 3.0 (1.0–4.0) 0.116 1.0 (0.0–3.0) 0.039 2.0 (0.0–3.0) 0.222
Heterosexual 52 4.0 (2.0–5.0) 6.0 (3.0–6.5) 0.0 (1.0–2.0) 2.0 (0.5–3.0) 1.0 (2.0–2.0) 1.0 (0.5–3.0)
Profession
Physician 20 5.0 (3.0–7.0) 0.373 6.0 (3.0–7.0) 0.118 0.5 (1.0–2.0) 0.044 2.5 (1.0–3.0) 0.283 0.0 (1.0–2.0) 0.618 2.0 (0.5–3.0) 0.753
Nurse 23 4.0 (3.0–6.0) 6.0 (5.0–7.0) 0.0 (1.0–1.0) 2.0 (1.0–3.0) 0.0 (1.0–2.0) 1.0 (0.0–3.0)
Psychologist 32 5.0 (3.0–6.0) 6.0 (4.0–7.5) 2.0 (0.0–3.0) 3.0 (2.0–3.5) 1.0 (1.0–2.0) 1.0 (-1.0–3.0)
Other 25 5.0 (3.0–6.0) 7.0 (4.0–8.0) 1.0 (1.0–3.0) 2.0 (1.0–3.0) 0.0 (1.0–2.0) 2.0 (1.0–3.0)
Professional experience with LGBTI patients
No 18 4.0 (2.0–5.0) 0.019 6.0 (3.0–7.0) 0.427 1.0 (-1.0–
1.0)
0.004 0.5 (0.0–3.0) 0.163 0.5 (-1.0–2.0) 0.955 1.5 (0.0–3.0) 0.713
Yes 69 6.0 (4.0–7.0) 6.0 (4.0–8.0) 2.0 (0.0–3.0) 3.0 (2.0–4.0) 0.5 (1.0–2.0) 2.0 (1.0–3.0)
a Attitude scores are deﬁned as sum of scores for individual attitude questions. For each question the scale ranges from -2 to 2, where 0 represents neutral answer, negative values – less desirable attitudes and positive values –
desirable. The range of Willingness to inclusive practice is from -8 to 8, Self-competence in care provision for LGBTI people – from -6 to 6, Acknowledgement of LGBTI needs in healthcare – from – 6 to 6.
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PEC 6477 No. of Pages 10p-value 0.001). Higher “Acknowledgement” scores were predicted
by a higher knowledge score, SR of 1.05 (95% CI 1.02–1.09) per
additional knowledge score point, p-value 0.004. However, being
aged 51–64 in comparison to younger ages was associated with a
lower score in this attitude factor (SR 0.83, 95% CI 0.71-0.97,
p-value 0.017). Furthermore, “Willingness” factor was also
associated with sexual orientation of trainees: heterosexual
trainees predicted lower “Willingness” scores (SR 0.92, 95% CI
0.85-0.998, p-value 0.046).
4. Discussion and conclusion
4.1. Discussion
Although knowledge levels were found to be reasonable already
before participating in the training course, the training improved
participants’ knowledge regarding inclusive communication,
understanding of basic terminology, concepts, and main trans
and intersex health issues. Speciﬁcally, having undertaken training
was the most signiﬁcant predictor of a higher level of knowledge.
Some concepts were less familiar to the participants before
training. For example, intersectionality which should be consid-
ered in taking care of LGBTI patients [5], was poorly understood
before the training, but increased by 44.1% after the training.
Conversely, some gaps remained. Understanding of the difference
between the concepts of “sexual orientation”, “gender identity”
and “sex characteristics”, only improved slightly after the training,
suggesting that the core content of the training potentially needs to
be adjusted further and/or explained more fully.
The sample included a high proportion of LGB participants
(45.5%). Therefore, in this paper we were able to use this variable as
a proxy of previous awareness, better knowledge and inclusive
attitudes, as conﬁrmed by the pre-test knowledge scores in
comparison with heterosexual participants. When implementing
the training as part of healthcare, the baseline knowledge may be
lower compared to this study. The post-test median scores did not
differ and were uniformly high in all groups and improvement in
knowledge did not depend on previous professional experience
with LGBTI patients. Thus, there is a signiﬁcant learning beneﬁt to
undertaking the course regardless of previous knowledge and it
can be argued that this training is generally appropriate for
healthcare professionals.
Although in terms of general attitude participants evaluated
themselves as already being inclusive toward LGBTI people,
variability emerged across speciﬁc aspects relating to attitudes
before the training. Whilst they were willing to provide inclusive
practice, participants still largely believed (erroneously) that LGBTI
people have similar access to healthcare compared to the general
population and they were not very likely to ask about a patient’s
sexual orientation, gender identity or sex characteristics, nor use
gender neutral language when addressing patients. Similarly, in
Stott [32] medical students rarely asked about sexual orientation,
gender identity or sexual health during clinical practice although
they indicated that they felt comfortable with LGBT people.
Despite the generally inclusive attitudes, these attitudes can
contribute to heteronormative assumptions in healthcare that
pose a barrier for LGBTI people to accessing care [2,3]. Finally,
before the training, half of the participants declared they did not
feel competent to provide services for LGBTI patients. This
conﬁrms the beneﬁt of promoting training to the healthcare
professionals who evaluate themselves as being LGBTI inclusive.
Changes in attitude were less pronounced compared to
improvement of knowledge, but nevertheless noticeable especially
in terms of improved awareness of LGBTI needs in healthcare and
increased self-competence. The signiﬁcant improvement in the
“acknowledgement” factor was predicted by the increase inPlease cite this article in press as: V. Donisi, et al., Training healthcare pro
the Health4LGBTI pilot project, Patient Educ Couns (2019), https://doi.oknowledge, while, the increase in self-competence did not depend
on knowledge. Self-competence was higher after the training and
in those professionals who declared past professional experience
with LGBTI patients. Looking at single items, the proportion of
participants who declared that they had the skills and compe-
tences to provide service to LGBTI people signiﬁcantly increased
after the training. “Self-competence” as measured in our study,
reﬂects to a certain extent, the self-efﬁcacy or perceived
behavioural control necessary for the behavioural change.
Although knowledge improved in all age groups, in the group
aged 51–64 years, 25% achieved only half or fewer correct answers.
“Self-competence” attitudes varied across age groups; however
age represented a signiﬁcant determinant in multivariable analysis
only for “acknowledgment of LGBTI needs” factor, with the oldest
age group reporting lower acknowledgement. Although being
younger was associated with more positive attitudes toward
LGBTQ people, literature on the role of age in this ﬁeld is not
consistent [3].
The study presents some limitations. Although participation in
the training was open to all healthcare and support workers,
participants presented existing high levels of knowledge and
inclusive attitudes. Almost half of the participants were LGB
themselves and they achieved higher initial knowledge scores than
their heterosexual counterparts. This could reﬂect a sample
bias towards those willing to engage with LGBTI people and
affect the generalisability of the results. However, we note that
the differences between LGB and heterosexual participants
after the training were minimal, which supports the supposition
that the course is suitable for less knowledgeable audiences as well
as those already conversant. With regards to generalisability, to the
best of our knowledge in the LGBTI cultural competence training
ﬁeld, this study represents the ﬁrst to be multicentre [14]. The
inclusion of participants from six different European countries,
with very different cultural backgrounds and discrimination levels
aimed to maximise the generalisability of ﬁndings. However, a
comparison across countries was not in the scope of the study and
the results from any given site should not be considered
representative for the entire country.
The delivery of the training was ﬂexible and a slight adaptation
of some activities to increase relevance was necessary. However,
diverse strategies have been used to optimise the standardisation
of the pilot training, such as detailed written instruction in the
Trainer’s Manual and train-the-trainer session to address any
doubts regarding training implementation in each country.
Finally, effectiveness has been evaluated in terms of profes-
sionals’ knowledge and attitudes, using the questionnaire which
was not validated before, without considering the patients’
perspective or considering direct health or service-related out-
comes. Attitudes are self-evaluated and the knowledge and
attitude do not necessarily translate into a real-world behavioural
change. Clinical practice is implemented in a context of regulations
and policies determined at a system level and, without entertain-
ing the full spectrum of possible barriers and facilitators,
interventions to improve healthcare practice might not be
effective. An example is the absence of policies regarding the in-
patient accommodation for trans patients [13]. That said,
interventions at the intrapersonal, interpersonal and structural
level have the potential to positively inﬂuence other levels within
an ecological system [33]. Cultural competency training can
empower healthcare workers by inﬂuencing structural factors and
policy at a system level [34].
This study has a number of strengths insofar as a large sample of
healthcare workers participated in the training, including non-
clinical staff. The sample size was based on the idea that all the
members of the health system contribute to the unique healthcare
experience of patients and the entire healthcare team should befessionals in LGBTI cultural competencies: Exploratory ﬁndings from
rg/10.1016/j.pec.2019.12.007
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environment for LGBT patients [4]. Evaluation of the training
suggests that LGBTI speciﬁc knowledge is relevant to both clinical
and non-clinical participants and, in multivariable analysis,
participants’ profession did not turn out to be a signiﬁcant
determinant of the knowledge and attitude scores.
Furthermore, the Health4LGBTI training course is based on
contemporary evidence to take into account the speciﬁc needs of
trans and intersex people [14].
Finally, in recognition of the importance of co-production when
developing cultural competence training [6], the Health4LGBTI
training course has been developed with the active involvement of
the main stakeholders, namely key advocacy groups such as OII
(Organisation Intersex International) and ILGA Europe, grassroots
NGOs in all the EU Member States and health professionals from
different countries and a range of professional backgrounds, thus
ensuring the practicability and acceptability of the training.
4.2. Conclusion
The Health4LGBTI training course led to the acquisition of
essential knowledge in LGBTI health and represented an opportu-
nity to improve attitudes for both healthcare professionals and
non-clinical staff. The course led to an increase in knowledge, and
although less marked, to an improvement in attitudes, irrespective
of participants age and sexual orientation. The implementation of
the training in different European Member States made this
multicentre study of particular relevance and arguably the results
therefore more generalisable. Nonetheless, preliminary results of
the pilot should be explored in different contexts and with
different healthcare professionals, including those who might not
be open to LGBTI inclusion. The Health4LGBTI training offers an
important starting point that can be adapted to local settings, thus
ensuring that it is culturally and situationally relevant.
4.3. Practice implications
Health4LGBTIculturalcompetencetrainingcanempowerhealth-
care professionals and support staff to identify and overcome
barriers at an individual and system level. The dissemination of
educational interventions across Europe, in ways that can address
local speciﬁcities, is a key strategy in implementing best practice
approaches in providing appropriate and inclusive care for LGBTI
people and to address their speciﬁc needs in healthcare settings.
Improving healthcare workers’ competences is a crucial part of
multilevel interventions to reduce health inequalities. Moreover,
the promotion of speciﬁc training on LGBTI health across different
institutions and the empowerment of healthcare workers could
have a “cascade effect” on different stakeholders (top-down
approach). Alternatively, although not evaluated in the study, the
pilot implementation of the Health4LGBTI training also created an
opportunity to form a network of healthcare professionals willing
to provide equitable health services. The implementation of
training can thus reinforce the motivations of health professionals
already sensitised to this topic, to share their knowledge and
experiences (bottom-up approach) of LGBTI inclusive care. This is
an important step to ensuring healthcare becomes equally
accessible to all, including LGBTI people.
Author’s contributions
All authors have made substantial contributions to the concep-
tion and design of the study; VD, MR, KZ, FF, FA drafted the article;
MR, KZ coordinated the data collection and data management and
performed the formal analysis; FA, MR, NS, NP, LZ were responsible
for training organisation, recruitment and delivery in the 6 MemberPlease cite this article in press as: V. Donisi, et al., Training healthcare pro
the Health4LGBTI pilot project, Patient Educ Couns (2019), https://doi.oStates; All authors revised the manuscript critically for important
intellectual content. All authors reviewed and approved the ﬁnal
version of the manuscript to be submitted.
Funding
The study was managed by the European Commission, Health
and Food Safety Directorate-General, Directorate C Health, Unit C4
Health determinants with funding from the European Parliament
(SANTE/2015/C4/035) ‘A pilot project related to reducing health
inequalities experienced by LGBTI people’. The information and
views set out in this paper are those of the authors and do not
necessarily reﬂect the ofﬁcial position of the European Commis-
sion. The Commission does not guarantee the accuracy of the data
included in this paper. Neither the Commission nor any person
acting on the Commission’s behalf may be held responsible for the
use of information contained therein.
Declaration of Competing Interest
None.
Acknowledgement
The Authors wish to thank all the trainees and trainers who
participated across EU Member States in the piloting phase of the
Health4LGBTI training for their availability and contribution to the
implementation, evaluation and improvement of the training
course. Thanks to the other members of the Health4LGBTI project:
Sophie Aujean, Clizia Buniotto, Anna Pierson. Thanks to the
members of the Health4LGBTI project advisory board, Dr Raﬁk
Taibjee, Dr Igor Toskin, Dr Kai Jonas, Dennis van Der Veur, Odhrán
Allen, Dr Thierry Troussier, and Dr Petra De Sutter, for their
contribution to the improvement of the training course. For the UK,
our thanks to Nick Groves from Brighton and Sussex NHS
University Hospitals Trust. Thanks to the European Commission
Health and Food Safety Directorate-General (Directorate C – Public
Health, country knowledge, crisis management, Unit C4 Health
determinants and inequality) for their steer and support through-
out the project: Jürgen Scheftlein, Judith Schilling, Anatole Tokofai,
Artur Furtado, Wojciech Kałamarz, Atilla Balogh, Arila Pochet and
Isabel de la Mata.
Appendix A
Appendix A and Appendix B are available online: http://
psychiatry.univr.it/projects/health4lgbti/documents.
References
[1] L. Zeeman, N. Sherriff, K. Browne, N. McGlynn, M. Mirandola, L. Gios, R. Davis, J.
Sanchez-Lambert, S.Aujean, N.Pinto, F. Farinella, V.Donisi, M. Niedzwiedzka-Stadnik,
M. Rosinska, A. Pierson, F. Amaddeo, Health4LGBTI Network, A review of lesbian, gay,
bisexual, trans and intersex (LGBTI) health and healthcare inequalities, Eur. J. Public
Health 29 (2019) 974–980, doi:http://dx.doi.org/10.1093/eurpub/cky226.
[2] N. McGlynn, K. Browne, N. Sherriff, L. Zeeman, M. Mirandola, L. Gios, R. Davis,
V. Donisi, F. Farinella, M. Rosinska, M. Niedzwiedzka-Stadnik, A. Pierson, N.
Pinto, K. Hugendubel, Healthcare professionals’ assumptions as barriers to
LGBTI healthcare, Cult. Health Sex (2019), doi:http://dx.doi.org/10.1080/
13691058.2019.1643499 (in press).
[3] M.E. Aleshire, K. Ashford, A. Fallin-Bennett, J. Hatcher, Primary care providers’
attitudes related to LGBTQ people: a narrative literature review, Health
Promot. Pract. 20 (2019) 173–187, doi:http://dx.doi.org/10.1177/
1524839918778835.
[4] K.A. Bonvicini, LGBT healthcare disparities: what progress have we made?
Patient Educ. Couns. 100 (2017) 2357–2361, doi:http://dx.doi.org/10.1016/j.
pec.2017.06.003.
[5] H.J. Makadon, K.H. Mayer, J. Potter, H. Goldhammer, The Fenway Guide to
Lesbian, Gay, Bisexual, and Transgender Health, second ed., American College
of Physicians, Philadelphia, 2015.fessionals in LGBTI cultural competencies: Exploratory ﬁndings from
rg/10.1016/j.pec.2019.12.007
10 V. Donisi et al. / Patient Education and Counseling xxx (2019) xxx–xxx
G Model
PEC 6477 No. of Pages 10[6] J. Seay, D. Mitteldorf, A. Yankie, W.F. Pirl, E. Kobetz, M. Schlumbrecht,
Survivorship care needs among LGBT cancer survivors, J. Psychosoc. Oncol. 36
(2018) 393–405, doi:http://dx.doi.org/10.1080/07347332.2018.1447528.
[7] K. Lisy, M.D.J. Peters, P. Schoﬁeld, M. Jefford, Experiences and unmet needs of
lesbian, gay, and bisexual people with cancer care: a systematic review and
meta-synthesis, Psychooncology 27 (2018) 1480–1489, doi:http://dx.doi.org/
10.1002/pon.4674.
[8] G. Shetty, J.A. Sanchez, J.M. Lancaster, L.E. Wilson, G.P. Quinn, M.B. Schabath,
Oncology healthcare providers’ knowledge, attitudes, and practice behaviors
regarding LGBT health, Patient Educ. Couns. 99 (2016) 1676–1684, doi:http://
dx.doi.org/10.1016/j.pec.2016.05.004.
[9] E.J. Alessi, F.R. Dillon, H.M. Kim, Therapist correlates of attitudes toward sexual
minority individuals, afﬁrmative counselling self-efﬁcacy, and beliefs about
afﬁrmative practice, Psychother. Res. 26 (2016) 446–458, doi:http://dx.doi.
org/10.1080/10503307.2015.1026422.
[10] C.T. Hardacker, B. Rubinstein, A. Hotton, M. Houlberg, Adding silver to the
rainbow: the development of the nurses’ health education about LGBT elders
(HEALE) cultural competency curriculum, J. Nurs. Manag. 22 (2014) 257–266,
doi:http://dx.doi.org/10.1111/jonm.12125.
[11] V. Parameshwaran, B.C. Cockbain, M. Hillyard, J.R. Price, Is the lack of speciﬁc
lesbian, gay, bisexual, transgender and queer/questioning (LGBTQ) Health Care
Education in Medical School a cause for concern? evidence from a survey of
knowledge and practice among UK Medical Students, J. Homosex. 64 (2017)
367–381, doi:http://dx.doi.org/10.1080/00918369.2016.1190218.
[12] R. Carabez, M. Pellegrini, A. Mankovitz, M. Eliason, M. Ciano, M. Scott, "Never in
all my years . . . ": nurses’ education about LGBT health, J. Prof. Nurs. 31 (2015)
323–329, doi:http://dx.doi.org/10.1016/j.profnurs.2015.01.003.
[13] J.W. Snelgrove, A.M. Jasudavisius, B.W. Rowe, E.M. Head, G.R. Bauer, "Completely
out-at-sea" with "two-gender medicine": a qualitative analysis of physician-side
barriers to providing healthcare for transgender patients, BMC Health Serv. Res.
12 (2012) 110, doi:http://dx.doi.org/10.1186/1472-6963-12-110.
[14] E. McCann, M. Brown, The inclusion of LGBT+ health issues within
undergraduate healthcare education and professional training programmes:
a systematic review, Nurse Educ. Today 64 (2018) 204–214, doi:http://dx.doi.
org/10.1016/j.nedt.2018.02.028.
[15] M.S. Boroughs, C.A. Bedoya, C. O’Cleirigh, S.A. Safren, Toward Deﬁning,
Measuring, and evaluating LGBT cultural competence for psychologists, Clin.
Psychol. 22 (2015) 151–171, doi:http://dx.doi.org/10.1111/cpsp.12098.
[16] B.L.Beagan,E.Fredericks,L.Goldberg,Nurses’workwithLGBTQpatients:“They’rejust
like everybody else, so what’s the difference?”, Can. J. Nurs. Res. 44 (2012) 44–63.
[17] European Union Agency for Fundamental Rights (FRA), Professionally
speaking: challenges to achieving equality for LGBT people. https://fra.
europa.eu/sites/default/ﬁles/fra_uploads/fra-2016-lgbt-public-ofﬁcials_en.
pdf, 2015 (accessed 10 December 2018).
[18] J. Khalili, L.B. Leung, A.L. Diamant, Finding the perfect doctor: identifying
lesbian, gay, bisexual, and transgender-competent physicians, Am. J. Public
Health 105 (2015) 1114–1119, doi:http://dx.doi.org/10.2105/
AJPH.2014.302448.
[19] A.O. Sekoni, N.K. Gale, B. Manga-Atangana, A. Bhadhuri, K. Jolly, The effects of
educational curricula and training on LGBT-speciﬁc health issues for
healthcare students and professionals: a mixed-method systematic review, J.
Int. AIDS Soc. 20 (2017) 21624, doi:http://dx.doi.org/10.7448/IAS.20.1.21624.
[20] C.A. Pepping, A. Lyons, E.M.J. Morris, Afﬁrmative LGBT psychotherapy:
outcomes of a therapist training protocol, Psychotherapy (Chic.) 55 (2018)
52–62, doi:http://dx.doi.org/10.1037/pst0000149.
[21] E. Ufomata, K.L. Eckstrand, P. Hasley, K. Jeong, D. Rubio, C. Spagnoletti,
Comprehensive internal medicine residency curriculum on primary care ofPlease cite this article in press as: V. Donisi, et al., Training healthcare pro
the Health4LGBTI pilot project, Patient Educ Couns (2019), https://doi.opatients who identify as LGBT, LGBT Health 5 (2018) 375–380, doi:http://dx.
doi.org/10.1089/lgbt.2017.0173.
[22] S. Sawning, S. Steinbock, R. Croley, R. Combs, A. Shaw, T. Ganzel, A ﬁrst step in
addressing medical education Curriculum gaps in lesbian-, gay-, bisexual-, and
transgender-related content: the University of Louisville Lesbian, Gay,
Bisexual, and Transgender Health Certiﬁcate Program, Educ. Health
(Abingdon) 30 (2017) 108–114, doi:http://dx.doi.org/10.4103/efh.EfH_78_16.
[23] N.F. Sanchez, J. Rabatin, J.P. Sanchez, S. Hubbard, A. Kalet, Medical students’
ability to care for lesbian, gay, bisexual, and transgendered patients, Fam. Med.
38 (2006) 21–27.
[24] European Union Agency for Fundamental Rights, EU LGBT Survey – European
Union Lesbian, Gay, Bisexual and Transgender Survey Main results,
Publications Ofﬁce of the European Union, Luxembourg, 2014, doi:http://dx.
doi.org/10.2811/37969.
[25] N.S. Sherriff, L. Zeeman, N. McGlynn, N. Pinto, K. Hugendubel, M. Mirandola, L.
Gios, R. Davis, V. Donisi, F. Farinella, F. Amaddeo, C. Costongs, K. Browne,
Health4LGBTI Network, Co-producing knowledge of lesbian, gay, bisexual,
trans and intersex (LGBTI) health-care inequalities via rapid reviews of grey
literature in 27 EU Member States, Health Expect (2019), doi:http://dx.doi.org/
10.1111/hex.12934 (in press).
[26] S.N. Dubin, I.T. Nolan, C.G. Streed, R.E. Greene, A.E. Radix, S.D. Morrison,
Transgender health care: improving medical students’ and residents’ training
and awareness, Adv. Med. Educ. Pract. 9 (2018) 377–391, doi:http://dx.doi.org/
10.2147/AMEP.S147183.
[27] J.J. Liang, I.H. Gardner, J.A. Walker, J.D. Safer, Observed deﬁciencies in medical
student knowledge of transgender and intersex health, Endocr. Pract. 23
(2017) 897–906, doi:http://dx.doi.org/10.4158/EP171758.OR.
[28] M. Rosinska, K. Zakrzewska, M. Rodzinka, F. Amaddeo, V. Donisi, F. Farinella, C.
Buniotto, J. Sanchez-Lambert, N. Pinto, S. Aujean, R. Davis, M. Mirandola, L.
Gios, M. Niedzwiedzka-Stadnik, M. Pawle˛ga, L. Zeeman, N. Sherriff, K. Browne,
N. McGlynn, A. Pierson, Piloting the health4LGBTI Training Course in 6
European Countries: Evaluation Report, (2018) . (accessed 12 December 2018)
https://ec.europa.eu/health/sites/health/ﬁles/social_determinants/docs/
2018_lgbti_evaluationreport_en.pdf.
[29] F. Amaddeo, V. Donisi, F. Farinella, C. Buniotto, J. Sanchez-Lambert, N. Pinto, S.
Aujean, R. Davis, M. Mirandola, L. Gios, M. Rosinska, K. Zakrzewska, M.
Niedzwiedzka-Stadnik, M. Pawle˛ga, M. Rodzinka, L. Zeeman, N. Sherriff, K.
Browne, N. McGlynn, A. Pierson, Trainers’ manual, Reducing Health Inequalities
Experienced byLgbti People: What IsYourRole As a HealthProfessional?, (2018) .
(accessed 10 October 2019) https://ec.europa.eu/health/sites/health/ﬁles/
social_determinants/docs/2018_lgbti_trainersmanual_en.pdf.
[30] J.W. Grice, Computing and evaluating factor scores, Psychol. Methods 6 (2001)
430–450.
[31] StataCorp, Stata Statistical Software: Release 14, StataCorp LP, College Station,
TX, 2015.
[32] D.B. Stott, The training needs of general practitioners in the exploration of
sexual health matters and providing sexual healthcare to lesbian, gay and
bisexual patients, Med. Teach. 35 (2013) 752–759, doi:http://dx.doi.org/
10.3109/0142159X.2013.801943.
[33] J.E. Cook, V. Purdie-Vaughns, I.H. Meyer, J.T.A. Busch, Intervening within and
across levels: a multilevel approach to stigma and public health, Soc. Sci.
Med. 103 (2014) 101–109, doi:http://dx.doi.org/10.1016/j.
socscimed.2013.09.023.
[34] C. Lelutiu-Weinberger, J.E. Pachankis, Acceptability and preliminary efﬁcacy of
a lesbian, gay, bisexual, and transgender-afﬁrmative mental health practice
training in a highly stigmatizing national context, LGBT Health 4 (2017) 360–
370, doi:http://dx.doi.org/10.1089/lgbt.2016.0194.fessionals in LGBTI cultural competencies: Exploratory ﬁndings from
rg/10.1016/j.pec.2019.12.007
